STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Anastacio, Faye (ARCH) CHAPTER 100.1

Address: Inspection Date: September 6, 2019 — Annual
45-507 Kahili Street, Honokaa, Hawaii 96727

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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(TB) skin test.

RULES (CRITERIA) PLAN OF CORRECTION Completion-
Date

§11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented DID YOU CORRECT THFE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance. ‘

: USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Substitute care giver (SCG) #1 — no current tuberculosis
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type [ ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Substitute care giver (SCG) #1 ~ no current tuberculosis IT DOESN’T HAPPEN AGAIN?
(TB) skin test. )
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(e)3)
The substitute care giver who provides coverage for a period '
less than four hours shall: DID YOU CORRECT THE DEF ICIENCY?
Be currently certified in first aid; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS \
SCG #1 — no current first aid certification (expired 02-23- UNPD KTED L PAVRST AVD
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)3)
The substitute care giver who provides coverage for a period
less than four hours shall: FUTURE PLAN
Be currently certified in first aid,; USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS ) 2
SCG #1 — no current first aid certification (expired 02-23- IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
) '
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements DID YOU CORRECT THE DEFICIENCY?
specified in subsection (e) shall: :
USE THIS SPACE TO TELL US HOW YOU
Be currently certified in cardiopulmonary resuscitation; CORRECTED THE DEFICIENCY
FINDINGS
SC(.:i #1 — 1o current cardiopulmonary resuscitation (CPR) UPP KTETS CPR. CERTIRCAT o\
certification (expired 02-23-19). OB hemrt 4 Comp LT B . . SNy \4)
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(1)
The substitute care giver who provides coverage for a period FUTURE PLAN

greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;
FINDINGS

SCG #1 — no current cardiopulmonary resuscitation (CPR)
certification (expired 02-23-19).

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (f) PART 1
Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other poisons, shall be properly
labeled and securely stored apart from any food supplies. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
*“Hot shot — ant spray” unsecured outside care home exit CORRECTED THE DEFICIENCY
door and a can of “raid” aerosol spray unsecured on care v
home internal stairway. Vo ST AT bP&A\r + R
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-14 Food sanitation. (f) . PART 2

Toxic chemicals and cleaning agents, such as insecticides,

fertilizers, bleaches and all other poisons, shall be properly

labeled and securely stored apart from any food supplies. FUTURE PLAN

FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE

“Hot shot — ant spray” unsecured outside care home exit PLAN: WHAT WILL YOU DO TO ENSURE THAT

door and a can of “raid” aerosol spray unsecured on care IT DOESN’T HAPPEN AGAIN?
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Resident #1 — resident emergency information sheet last
updated 10-03-08.

RULES (CRITERIA) PLAN OF CORRECTION Completion
) Date
] | §11-100.1-17 Records andreports. (a)(3) PART 1
The licensee or primary care giver shall maintain individual
‘records for each resident, On admission, readmission, or
transfer of a resident there shall be made available by the DID YOU CORRECT THE DEFICIENCY?
licensee or primary care giver for the department’s review: .
USE THIS SPACE TO TELL US HOW YOU
Documentation of date of referral and admission, referral CORRECTED THE DEFICIENCY
agency with address and telephone number, place or source
from which admitted, physician, APRN, dentist,
ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next of kin, legal guardian,
surrogate or other legally responsible agency;
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (a)(3)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of date of referral and admission, referral
agency with address and telephone number, place or source
from which admitted, physician, APRN, dentist,
ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next of kin, legal guardian,

surrogate or other legally responsible agency;

FINDINGS
Resident #1 — resident emergency information sheet last
updated 10-03-08.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-21 Residents' and primary care givers' rights and
responsibilities. (a)(1)(A)

Residents' rights and responsibilities:

‘| Written policies regarding the rights and responsibilities of

residents during the stay in the Type I ARCH shall be
established and a copy shall be provided to the resident and
the resident’s family, legal guardian, surrogate, sponsoring
agency or representative payee, and to the public upon
request. The Type I ARCH policies and procedures shall
provide that each individual admitted shall:

Be fully informed orally or in writing, prior to or at the time
of admission, of these rights and of all rules governing
resident conduct. There shall be documentation signed by
the resident that this procedure has been carried out;

FINDINGS
Resident #1 — no signed general operational policy.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-21 Residents' and primary care givers' rights and PART 2
responsibilities. (a)(1)(A)
Residents' rights and responsibilities: FUTURE PLAN
Written policies regarding the rights and responsibilities of
residents during the stay in the Type I ARCH shall be USE THIS SPACE TO EXPLAIN YOUR FUTURE
established and a copy shall be provided to the resident and PLAN: WHAT WILL YOU DO TO ENSURE THAT
the resident’s family, 'legal guardian, surrogate,‘sponsoring IT DOESN’T HAPPEN AGAIN?
agency or representative payee, and to the public upon
reque;;t. t}’{‘he Ty};lx? IdARdCH] pglicliesdanl(li ;;lrocedures shall {r~ " URE Al RES IDewIC
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (h)}(1)(A) PART 1
The Type I ARCH shall maintain the entire facility and
equipment in a safe and comfortable manner to minimize
hazards to residents and care givers. DID YOU CORRECT THE DEFICIENCY?
Housekeeping: USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
A plan including but not limited to sweeping, dusting,
mopping, vacuuming, waxing, sanitizing, removal of odors
and cleaning of windows and screens shall be made and
implemented for routine periodic cleaning of the entire Type ‘
I ARCH and premises;
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-23 Physical environment. (h)(1)}(A) PART 2
The Type I ARCH shall maintain the entire facility and
equipment in a safe and comfortable manner to minimize
hazards to residents and care givers. FUTURE PLAN
Housekeeping: USE THIS SPACE TO EXPLAIN YOUR FUTURE
| PLAN: WHAT WILL YOU DO TO ENSURE THAT
A plan including but not limited to sweeping, dusting, IT DOESN’T HAPPEN AGAIN?
mopping, vacuuming, waxing, sanitizing, removal of odors
and cleaning of windows and screens shall be made and
implemented for routine periodic cleaning of the entire Type
1 ARCH and premises;
FINDINGS m Tve FUTURE Avtevz,
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Licensee’s/Administrator’s Signature: —9—@5& M et

Print Name: FA Y £ ANASTA LD

Date: |Q = 15~ 19
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Licensee’s/Administrator’s Signature: %& ( ;'M Cud / a o

Print Name: F‘A\llé ANBSTHCLO

Date: L/, 3 Ad1 9
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